SCHOOL TOWN of
2\ MUNSTER

A DISTRICT OF NATIONAL DISTINCTION
SUPPORTING EVERY CHILD EVERY DAY

AUTHORIZATION FOR PRESCRIPTION DRUGS AND/OR TREATMENTS

Name: Date:
School: Grade:

This is to inform you that the above student, is currently under my care for the following diagnosis
. As part of that care, this student must receive the following

medication/ treatments/procedure during school hours:

Medication/Treatment:

Dosage:

Frequency:

For Symptoms:

Physician authorization for the student to carry the medication at school: (if checked yes, the student has been instructed
how to self-administer the medication, the student has the maturity to manage his/her medications, AND the nature of
the condition may require emergency administration of this medication, ie. inhaler or Epi-Pen)

Yes: No:

Physician Signature:
Physician Name (Printed):
Address:

Phone: Date:
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Parent Authorization for Prescription Medications and/or Treatments

| request, authorize and give written permission to the school nurse or school administrators to administer the
prescriptions and/or treatments described above in accordance with the instructions provided. | agree to notify the
school in writing of any changes to these instructions. | will provide all supplies needed for the procedures. (The
medication is to be supplied in the original container as dispensed by the pharmacist and the student’s name must be on
the container.)

Parent/Guardian Name (printed):

Parent/Guardian Signature:
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Please also complete the following if this student is authorized by the physician to carry his/her own medication.
Authorization for Student to Carry Medication

Parent and Student to Complete 4. | will not share the medication with anyone.
1. My medication container will have the prescription label on
it at all times.
2. | will be responsible for my medication during school hours Student Signature

and know where it is at all times.
3. I will follow the directions my doctor has given for the use of

the medication. Parent/Guardian Signature
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